The diagnostic preferences of British neurologists for patients who lack a physical explanation for their symptoms were assessed by means of a postal questionnaire. Analysis of 168 completed replies showed 'functional', 'psychogenic' and 'hysteria' to be the most popular terms in use. The number of different terms a clinician would use rose in line with the volume of such patients they encountered, but was unrelated to clinician factors such as the extent of their clinical experience in psychiatry. A specific enquiry into these respondents' interpretation ofthe term 'functional' revealed a clear consensus as to which syndromes it should apply to, although this consensus was not shared by a comparison group of psychiatrists. 0141-0768/91/
Introduction
Controversy continues to surround the diagnosis of hysteria. If the literature is to be believed, clinicians should treat terms such as 'hysteria' \ 'functional' 2 and 'psychogenic' 3 with suspicion, and instead consider alternatives such as 'abnormal illness behaviour", Diagnostic manuals are encouraging the abandonment of 'hysteria", and adoption of alternatives such as 'somatoform disorder'5. However, amid a welter of prescription and counter-prescription, a complete dearth of information persists in the literature as to how clinicians cope in practice with the need to find suitable descriptive labels for patients presenting with pseudoneurological symptoms.
As a first step towards remedying this lack, we report on a postal survey of British neurologists designed to provide three kinds of data. It set out to record which terms were most popular among neurologists for the description of cases evidently lacking a physical cause, both in discussion and in written reports. It aimed also to provide some indication as to whether any patterns of preference that emerged reflected differences between clinicians' patient loads, their previous training, or their therapeutic policies. Finally, it tried to establish whether the evident ambiguity of the term 'functional', by which it could refer to those disorders viewed as 'psychological' or those viewed as 'physiological' 2, was reflected by a divergence between subgroups of the sample in the way they chose to apply it themselves.
Method
The sample was chosen to include as many doctors within the UK as possible who had undergone specialist training in neurology, and who continue to undertake clinical work in the specialty. The membership list of the Association of British Neurologists was examined, and only members of consultant or senior registrar status, and believed to hold clinical posts in neurology, were invited to participate. The questionnaire they were sent was brief, in order to maximize the response, and invited responses took the form of single words, figures or forced choices in order to ensure that the quantity of information obtained from each respondent was independent of constraints of time or motivation. The questionnaire comprised 10 items over two pages, and was sent to 275 selected ABN members with a stamped envelope and a guarantee that the anonymity of replies would be respected.
The questionnaire is appended (Appendix 1). It yielded basic data concerning respondents' training, their patient load, therapeutic policy, and psychological attribution as well as their terminological preferences and interpretation of the term 'functional'. Completed replies also provided four secondary items of data for each participant: the approximate number of new cases they saw lacking neurological pathology ('suspect cases'); the total number of different diagnoses they admitted to using from among the 11 proffered ('label count'); the number of different referral destinations they cited ('resources used'); and the number of conditions they were each prepared to classify as 'functional'.
Rank correlation was examined between these variables, along with the measures of specialist experience, case load, and psychological attribution. For each of the 10 diagnostic terms, the chi squared statistic was used to test the hypothesis of no association with respect to: use of each of the other terms; possession of any full-time psychiatric experience; neurological experience greater than the median; readiness to implicate psychological causes; and the number of different disposal destinations they reported using.
In addition, a modified questionnaire incorporating questions 9 and 10 (cf, Appendix 1) was given individually to psychiatrists attending a conference on movement disorders, to allow direct comparison of the terms they preferred in diagnosis, and their interpretation of the term 'functional'.
Results
Of 275 questionnaires originally sent to the neurologists, 206 were returned with no further prompting, a response rate of 74.9%. Of these respondents, 22 felt they should not complete the form as their duties were curently non-clinical, and 7 others because they were fully retired. Nine replies were incomplete (two deliberately so), leaving 168 complete replies as the basis of this report.
Journal of the Royal Society of Medicine Volume 84 August 1991 Over half the respondents (52%) had received their undergraduate clinical training in London. Neurological experience ranged between 2 and 38 years, with a mean of 16 years. Twenty-seven of the respondents had experience of full-time psychiatric work: its median duration was 9 months. Forty respondents indicated that a majority of their patients had problems of a particular type, with headache (10 replies); paediatric neurology (8); epilepsy (5); neuromuscular (5) and movement disorders (4) being the most common.
The estimated number of new patients seen in a typical month ranged from 4 to 350. The latter figure was a flagrant outlier: the median was 85 new cases per month. Estimates of the percentage apparently lacking a neurological basis ranged from nil (n=7) to 80% (n=2) with a median of 20%. The derived estimate of the number of patients seen having symptoms, but for whom a negative diagnosis was considered, had a median value of 13 cases per month.
The percentage of cases where psychological factors were thought to be of aetiological significance ranged from 1% to 90%, median 30%. A few applicants chose to give more than one figure, eg for 'primary' and 'secondary' contributions: in such cases the larger figure was used in analysis, the question being worded to include contributions of all degrees. This rating was closely correlated to respondents' estimate of the proportion of cases they saw that lacked neurological pathology. (Spearman correlation co-efficient 0.58, P< 0.001.) Conversely, no association was found with past psychiatric experience. Table 1 summarizes the relative popularity of colleagues when patients who lacked evidence of neurological disease were referred elsewhere. Although only 7 (4%) claimed never to make other referrals, 60% reported sending at least a majority of these cases straight back to the referrer. Of the referrals made on an occasional basis ('up to 1 in 10'), psychiatrists remained the most popular single destination. Where patients were referred more regularly to others (ie the options of 'up to 1 in 4', or greater, were chosen), the relative importance of psychologists and physiotherapists grew.
The reported use of the 11 terms supplied in the diagnosis of non-neurological cases is summarized in Table 2 .
Only two respondents denied using any of these terms, and the mean number of terms selected in question 9 was 5.4. This figure was positively correlated with those extrapolated for the number of patients they saw requiring such diagnoses, (Spearman r=0.19, P=0.006) and the number of referral destinations that they used (Spearman r=0.23, P=0.002). Among the individual terms, only 'hypochondriasis' showed a correlation with recency of training, being more popular among the more experienced (corrected chi squared 8.15; P=0.004). Table 2 shows that four distinc roups of terms emerge, according to their relativ.. popularity, and whether use was 'informal' or 'formal'. Terms in group A are distinctly more popular; group B are less popular, and as likely to be used informally as formally; group C are relatively unpopular but likely to be used formally; group D is distinctly unpopular. The mean number of other terms likely to be chosen by users of a given diagnosis increased steadily down Table 2 , the exception being 'abnormal illness behaviour' whose use was associated with that of relatively fewer other terms. Individually, use of each of the terms in group B was associated with both 'hysteria' and 'functional' from group A at a 5% .
The high response rate indicated that the questionnaire could elicit unambiguous responses on a contentious subject. Despite the target population's fearsome reputation for meticulousness, fewer than 30% of the respondents had added any marginalia, and no one question received more attention than others on this score. Spontaneous comments were generally, if not exclusively, enthusiastic, and 40% of the sample wished to take up an offer to receive a report of the study's outcome. Three terms remain the most popular among neurologists when diagnosing patients who lack a neurological basis for their symptoms: 'hysteria', 'functional' and 'psychogenic'. Despite the criticism that has been aimed at each of them in the past1,2,3 these terms at least appear to remain as popular among recently trained neurologists as among older colleagues. Users were very likely to be using more than one of these terms, although this exploratory survey could not determine the extent to which respondents may use them interchangeably in individual cases. Nevertheless, 'psychogenic' appeared to be favoured by doctors who were less willing to use more pejorative terms (group B of Table 2 ), while users of 'hysteria' and 'functional' may bemore judgmental in their outlook.
The use of a relatively large number of diagnostic terms by an individual clinician was found to be associated with them having a larger caseload of patients who were believed to lack a neurological cause for their symptoms, but not to a greater disposition to suspect psychogenesis per se, nor to their having had previous special clinical experience in psychiatry. And it was the number of diagnostic terms a doctor admitted to using that showed at least a weak correlation with the number of different agencies they made use of when referring such patients for help elsewhere. Thus although the breadth of diagnostic vocabulary seemed to reflect necessity rather than temperament, a more restricted significance level, whereas none of group B were linked with use of 'psychogenic'. Use of 'hysteria' and 'functional' were also strongly associated with one another (corrected x 2 8.15, P=0.004). Table 3 details the frequency with which each of the named disorders provided were subsumed under 'functional'.
Here, a total of 140 respondents ticked one or more options, including 22 who were not currently using the term themselves. Remarkably, no fewer than 136 respondents had ticked between 1 and 4 items, and in every single case their choices were confined to a quartet comprising anxiety neurosis, Munchausen's syndrome, pseudoseizures, and paranoid schizophrenia. Their distribution is summarized in Figure 1 , which demonstrates that 'functional' was effectively reserved for three of these diagnoses, ie anxiety neurosis, Munchausen's syndrome and pseudoseizures by members of this sample.
This situation contrasted with the psychiatrists' replies, where although 27 of the 38 replies received also made their selection within the same four diagnoses preferred by those neurologists using four or fewer terms, a distinct distribution was evident in which 'paranoid schizophrenia' was admitted to be 'functional' by half of these psychiatric respondents ( Figure 2 Although the survey did not examine the selectivity with which terms other than 'functional' were being applied, there was little evidence that the neurologists' diagnostic habits had been affected by reforms advocated by psychiatrists in recent years. For instance, users of the term 'abnormal illness behaviour', recommended as an alternative to all such terms as 'hysteria', 'functional' or 'psychogenic' 4, may be relatively more selective than users of other less common terms, but were found to use a wide range of alternative labels also. The users of 'conversion', which has been recommended for use independently of 'hysteria' 7, were continuing to use 'hysteria' in all but 4 instances. Users of 'somatization' were distinctly uncommon, despite a report that the chronic polysymptomatic syndrome of 'somatization disorder' should be diagnosable in 30% of female medical inpatients with complaints of over 5 years' duration", These are findings of which future wouldbe reformers might beware.
The strategy of providing a fixed list of alternative terms from which selections were invited had proved particularly satisfactory on two counts. Firstly, in all instances where possible additions to the list were volunteered, these remained unique to one contributor. (Suggestions of this sort were usually 'informal' in the extreme.) Secondly, only two terms provoked any objections to their inclusion: the contradictory 'supratentorial', and the ambiguous 'functional'. Nevertheless, it is evident from Table 2 that both terms remain highly popular in practice, and 'functional' exceptionally so.
The interpretation of 'functional' received special attention in this survey, and the remarkable consensus that reserved it for the three syndromes of anxiety neurosis, Munchausen's syndrome, and pseudoseizures has been described. However, as a clear opinion was evident among our sample of psychiatrists that the term should extend to paranoid schizophrenia, its interpretation by either group is evidently distinct. As this sample of psychiatrists shared a common interest in neurological aspects of psychiatry, it is likely that an even greater range of use would be found among other groups of doctors. It would appear that the apparent neutrality of 'functional' belies much potential confusion, and its diagnostic use in particular should be discouraged.
While the primary aim of the study was to report on current terminology in a diagnostic no-man's-land, several figures were also extrapolated from the retrospective estimates contained in the participants' responses that should not be ignored were they to be confirmed by more rigorous methods. For instance, the replies of the 168 neurologists suggested that between them they were seeing over 36 000 new patients a year whose symptoms lacked a neurological basis. This would indicate the presence of a vast patient group that would seem deserving both of further research in their own right, and for guidelines on their management to become a high priority in the training of neurologists. Very low proportions of these patients were referred by the participating neurologists to other specialists for further diagnosis (the vast majority saying they sent fewer than one in 10 such patients for psychiatric assessment, with an even lower proportion of patients reaching another physician, see Table 1 ). It would be reasonable to expect that, however arrived at, the neurologists' opinions in these cases were likely to be of lasting influence. This treatment contrasted with the view of the 38 psychiatrists who, when asked 'what percentage of patients who have neurological symptoms for which no physical cause is apparent would benefit from psychiatric assessment?' gave a median reply of '70%' (90% confidence interval, 50%-90%). Although it is likely that at least some of these patients will obtain psychiatric assessment by other routes in practice, there seems little doubt that neurologists would be justified in referring a greater proportion of such cases to psychiatric colleagues than that which they currently admit to. tick which, if any, you have used yourself in this way in the last year both informally (ie in ward or clinic discussions) and formally (ie in summary letters or reports). 
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